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Lobular capillary hemangiomaa b s t r a c t
Pyogenic granuloma (PG) is a relatively common benign vascular lesion of the skin and mucosa. While PG
of the oral cavity and nasal cavity is a well-known entity, oropharyngeal localization has never been
reported. We present a 56-year-old woman with sore throat, hemoptysis and dysphagia due to a tumor
at oropharynx. Initial suspicion of malignancy was ruled out by excision biopsy of the lesion.
Histologically it was reported as pyogenic granuloma of the oropharynx.
 2016 Egyptian Society of Ear, Nose, Throat and Allied Sciences. Production and hosting by Elsevier B.V.
This is an open access article under the CC BY-NC-ND license (http://creativecommons.org/licenses/by-nc-
nd/4.0/).1. Introduction
The first case of pyogenic granuloma (PG) occurring in human
was described and called as ‘‘Botryomycosis hominis”.1 PG was
since then called in a number of names such as granuloma pedic-
ulatum benignum, benign vascular tumor, pregnancy tumor, vas-
cular epulis and Crocker and Hartzell’s disease.1 In 1904, Hartzell
coined the term ‘‘pyogenic granuloma” or ‘‘granuloma pyo-
genicum”.1,2 The facts that PG does not produce pus and does not
represent a true granuloma, made this term a misnomer.2 It varies
in size from several millimeters to a few centimeters and usually
presents as a polypoidal red mass. In the early stages, it resembles
granulation tissue and bleeds easily and also friable. PG can occur
on skin and mucosal surface of the proximal aero-digestive
tracts.2,3 Common site of occurrence at aero-digestive tract is in
the oral cavity.4 Though its most common occurrence in oral cav-
ity, there are reported cases of it in the face, nose, lips, small bowel,
colon, rectum, genitals and on burn scars.2,3,5–7 There are also
reported cases of PG occurring on epiglottis, post cricoid and tra-
chea.7–10 However, to our knowledge there is no report of a PG aris-
ing from oropharynx to date.2. Case report
A 56-year-old Indian lady presented with of sore throat for one-
month duration. She also complained of dysphagia and odynopha-
gia with occasional sensation of food being stuck in the throat. She
experienced 2 episodes of blood stained sputum while coughing in
the last one month. Her oral intake was reduced since the onset of
the sore throat. She also complained also of occasional shortness
of breath and voice change. Otherwise, she denied any history of
fever, lost of weight, history of foreign body ingestion or chemical
burn and inhalation injury. She denied of having any allergies and
also had no family history of malignancy. She also had no history of
alcohol consumption, smoking or betel nut chewing. Examination
of head and neck, along with ear and nose were unremarkable. Oral
examination revealed no abnormality and hygiene was fair. Flexi-
ble nasopharygolaryngoscopy (FNPLS) revealed an exophytic mass
arising from left side of posterior pharyngeal. It was pedunculated
and measured around 1.0 cm in diameter with white in color
(Fig. 1). It was not obscuring the airway. The rest of the pharyngeal
structures appeared normal. Laryngeal structures along with bilat-
eral vocal cords appeared healthy and mobile. Other head and neck
and systemic examination were unremarkable.
We proceeded with a computerized tomography for her and it
revealed an enhancing pedunculated mass arising from left poste-
rior pharyngeal wall, just above the level of epiglottis. It measured
0.9  1.3  1.7 cm (APxWxCC). The anterior portion of the mass
was abutting the epiglottis. Inferiorly it extended into the
hypopharynx (Fig. 2). There was no local extension of the mass
seen. Rest of the pharyngeal and laryngeal structures were normal.
No neck nodes were seen and the great vessels of the neck were all, http://
Figure 1. FNPLS revealing an exophytic mass arising from left side of posterior
pharyngeal wall.
Figure 2. An enhancing pedunculated mass abutting the epiglottis.
Figure 3. HPE revealing fragments of inflamed tissue with acute ulceration. Also
seen lobules of capillary proliferations and neutrophil infiltration with area of
necrosis.
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highly suspicious of an oropharyngeal malignancy.
Direct laryngoscopy and esophagoscopy with biopsy was per-
formed under general anesthesia. Intra-operatively, a friable mass
arising from left side of posterior pharyngeal wall was visualized.
The mass was not infiltrating into adjacent structures. Larynx
and its inlet were unremarkable. Esophagus was also healthy look-
ing up to 25 cm from upper incisor. A wide excision biopsy of
oropharyngeal mass was done with minimal blood loss. Post-
operatively, patient was nursed in general ward. She progressed
well and was discharged home on the 2nd day after surgery.Please cite this article in press as: Ramasundram S., et al. Unusual site of pyogen
dx.doi.org/10.1016/j.ejenta.2016.10.004She was seen 2 weeks later with no active complaints. FNPLS
revealed minimal slough over left side of posterior pharyngeal
wall. Rest of the pharyngeal and laryngeal structures were unre-
markable. Histopathological examination of the biopsy was consis-
tent with pyogenic granuloma. Fragments of markedly inflamed
tissue with extensive acute ulceration with only focal area of
mature squamous epithelium were seen (Fig. 3). The stroma of
sample showed lobules of capillary proliferations and neutrophils
infiltration with area of necrosis. No obvious atypical cells or
malignancy seen. Bacterial colonies were seen but stains for fungus
were negative.
She was again seen 6 weeks after surgery, in which the endo-
scopic findings revealed full recovery with no abnormality on the
pharyngeal wall.3. Discussion
PG is a common disease resulted from a reactive inflammatory
response to various causes including local irritants or hormonal
changes. The size of the lesion varies from few millimeters to sev-
eral centimeters and rarely does a PG is greater than 2 cm in size.2,3
PG is unlikely to have infiltrative or malignant potential but recur-
rence is common after simple excision and also in pregnancy.1
PG is a non-neoplastic inflammatory hyperplasia that responds
to various stimuli such as chronic local irritation, trauma, hor-
monal changes, bone marrow transplant, and reactions to grafts.5
However, it can recur after surgical excision.3 There are two differ-
ent histological types of PG namely lobular capillary hemangioma
(LCH) type and non-LCH type, which represent histological fea-
tures of the lesion and are currently preferred terms.2
PG occurs over a wide range of age 4.5–93 years.1 However
there are also reported cases of PG occurring in neonates.10 The
highest incidence of age is in the second and fifth decades of life.1
PG has a predilection towards females than males.1 Saravana,
reported a 77% of female predominance which may be because of
vascular effects of female hormones.5 There cases of PG reported
in immunocompromised patients.7 Our patient though elderly
did not show any signs of immunosuppression.
Both the reported cases of PG occurring in epiglottis and tra-
chea, presented with hemoptysis as in our case.8,9 Additionally,ic granuloma: Case report. Egypt J Ear Nose Throat Allied Sci (2016), http://
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shortness of breath. Such symptomatic patients require further
investigation regardless of their age. FNPLS or direct laryngoscopy
with or without bronchoscopy should be considered.7–10
PG in our patient was found to be an exophytic mass, which is
pedunculated, friable and whitish in color arising from left side of
posterior pharyngeal wall in the oropharynx. Normal characteristic
of PG are soft, painless, vascular and friable with deep red to
reddish-purple in color.1,2 In concordance with the clinical find-
ings, histologically the lesion showed an inflamed tissue and
extensive acute ulceration with focal area of matured squamous
epithelium. The stroma of PG in our patient showed lobules of cap-
illary proliferations and neutrophils infiltration with area of necro-
sis. PG has a lobular growth pattern and rich in vascular
proliferation.10 Ulceration of squamous epithelium overlying the
PG can be focal to complete with varying degree of neutrophil infil-
tration involving the mucosa.10
Differential diagnosis of PG includes peripheral giant cell gran-
uloma, peripheral odontogenic fibroma, peripheral ossifying
fibroma, hemangioma, conventional granulation tissue, hyperplas-
tic gingival inflammation, Kaposi’s sarcoma, bacillary angiomato-
sis, angiosarcoma and nonHodgkin’s lymphoma.1 Due to the rare
sub site of the lesion in the oropharynx, oropharyngeal squamous
cell carcinoma (OP-SCC) was also considered. Patients with Human
Papilloma Virus-negative OP-SCC usually presents with sore
throat, dysphagia and neck masses.11 However the incidence rate
of OP-SCC (excluding base of tongue and tonsil) is much lower
compared to base of tongue and tonsil.12
Surgical excision is the treatment of choice for PG.1,5,6 Excision,
curettage, electrodessication, chemical cauterization and laser sur-
gery are the among the options available for the treatment of cuta-
neous PG.9 Whereas, mucosal PG can be treated with snare cautery,
excision biopsy or plaque radiation.9 In our case we performed a
wide excision biopsy for her and followed her up with scopes to
monitor recurrence.Please cite this article in press as: Ramasundram S., et al. Unusual site of pyogen
dx.doi.org/10.1016/j.ejenta.2016.10.0044. Conclusion
PG is a non-malignant, tumor-like lesion that can occur any-
where in the body. The diagnosis of vascular lesion such as PG is
consistent with the patient’s initial presentation of hemoptysis.
In our case there was a possibility of OP-SCC as there was symp-
toms and scope findings that was suggestive of it but histopathol-
ogy cleared the doubt. We also demonstrate the capacity for
development and safe excision of the lesion in an uncommon pha-
ryngeal sub site.
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